This paper analyses the effect of wealth status on care-seeking patterns and health expenditures in Afghanistan, based on a national household survey conducted within public health facility catchment areas. We found high rates of reported care-seeking, with more than 90% of those ill seeking care. Sick individuals from all wealth quintiles had high rates of care-seeking, although those in the wealthiest quintile were more likely to seek care than those from the poorest (odds ratio 2.2; 95% CI 1.6, 3.0). The nearest clinic providing the government's Basic Package of Health Services (BPHS) was the most commonly sought first provider (53% overall), especially for relatively poor households (62% in poorest vs. 42% in least poor quintile, P < 0.0001). Sick individuals from wealthier quintiles used hospitals and for-profit private providers more than those in poorer quintiles. Multivariate analysis showed that wealth quintile was the strongest predictor of seeking care, and of going first to private providers. More than 90% of those seeking care paid money out-of-pocket. Mean (median) expenditures among those paying for care in the previous month were 873 Afghanis (200 Afghanis), equivalent to US$17.5 (US$4). Expenditures were lowest at BPHS clinics and highest at private providers. Financing care through borrowing money or selling assets/land ('any distress' financing) was reported in nearly 30% of cases and was almost twice as high among households in the poorest versus the least poor quintile (P < 0.0001). Financing care through selling assets/land ('severe distress' financing) was less common (10% overall) and did not differ by wealth status. These findings indicate that BPHS facilities are being used by the poor who live close to them, but further research is needed to assess utilization among populations in more remote areas. The high outof-pocket health expenditures, particularly for private sector services, highlight the need to develop financial protection mechanisms in Afghanistan.
Introduction
Afghanistan is a country that is re-building after more than a quarter-century of civil war and unrest. For most of the 1980s and 1990s (during the Soviet occupation, the mujahideen-backed government, and then under the Taliban regime), health services were minimal, with most formal health care provided by non-governmental organizations (NGOs) in an uncoordinated fashion. Health indicators are among the worst in the world, with nearly one-fifth of children dying before their fifth birthday (Islamic Republic of Afghanistan 2008a). Life expectancy at birth is estimated to be 46 years (Islamic Republic of Afghanistan and UNICEF 2006) , and maternal mortality ratios are among the highest ever measured at 1600 deaths per 100 000 live births (Bartlett et al. 2006) . Recent government estimates indicate the settled population is 24.1 million for -07 (Central Statistics Office 2006 . The population is roughly 80% rural, and development indicators place Afghanistan among the least developed countries in the world, with an average per-capita GDP of US$300 (World Bank 2004) .
Since the fall of the Taliban regime in 2001, Afghanistan has made rapid progress towards rebuilding its shattered health care system. The Ministry of Public Health, in collaboration with donors and NGOs, put together a Basic Package of Health Services (BPHS) in 2002 that forms the backbone of the current health care system. The BPHS was developed to address the major disease burden by providing an integrated package of cost-effective services for maternal and newborn health, child health and immunization, public nutrition, communicable diseases, mental health, and disabilities. The BPHS remains the cornerstone of the Ministry of Public Health strategy and includes four levels of health services: (1) the Health Post, staffed by two Community Health Workers (CHWs) who cover 100-150 households (1000-1500 population); (2) Basic Health Centres (BHCs), providing preventive and basic curative care to between 15 000 and 30 000 people; (3) Comprehensive Health Centres (CHCs) that can handle more complex outpatient and some inpatient care, covering a catchment area of 30 000 to 60 000 people; and (4) District Hospitals, serving a wider area of between 100 000 and 300 000 people, and providing both outpatient care and more complex inpatient services (Islamic Republic of Afghanistan 2005a) . Along the lines of the BPHS, a standard package of hospital services-the Essential Package of Hospital Services (EPHS)-has been developed to cover regional, provincial and district hospitals.
The BPHS is being provided through several mechanisms, with the Ministry of Public Health providing services directly in some provinces, and service delivery in other provinces and districts contracted out to NGOs. Afghanistan has made remarkable progress in expanding the BPHS to much of the population since its inception in 2002. By 2007, 82% of the population of Afghanistan resided in districts with administrative and financial arrangements to provide the BPHS (Islamic Republic of Afghanistan 2008b).
Although impressive gains have been made in expanding service coverage in a short time, there is a dearth of information on whether people are using services, and how equitable current patterns of health services utilization truly are. Equity is a key concern of the Ministry of Public Health of Afghanistan, and one of the eight guiding principles of the current health strategy (Islamic Republic of Afghanistan 2005b).
Inequities in illness and care-seeking
Several studies from other developing countries have shown that the poor tend to be sicker but utilize care less frequently than their better-off counterparts (Filmer 2002; Gwatkin 2005; Njau et al. 2006) . Individuals in poorer households are exposed to more disease risks in their environment, through inadequate water and sanitation, inadequate housing, air pollution, poor housing conditions, and exposure to disease vectors . Analysis of data from multiple countries shows that the prevalence of acute respiratory infection (ARI) in children under 5 years in the poorest quintile in a given country was 1.3 times that of children in the richest quintile, and prevalence of diarrhoea 1.5 times that experienced in the richest quintile (Gwatkin et al. 2000a) . More objective measures of health status, such as anthropometric measures of malnutrition and mortality, tend to be distributed even more inequitably, with the poor having worse outcomes than the rich (Wagstaff 2002) .
Although individuals from poorer households are more likely to experience illness, they tend to be less likely to seek care than members of wealthier households, and their patterns of care-seeking differ in terms of the providers they choose. This is true of both preventive services such as immunization, even when it is provided free at the point of use, and curative treatments, such as use of oral rehydration therapy (Gwatkin et al. 2002b; Wagstaff 2002) . Care-seeking for sick children tends to be lower among poorer households than wealthier households, who are more likely to take their children to a
KEY MESSAGES
We found high rates of reported care-seeking among those who live near health care facilities in Afghanistan (more than 90% of those ill), and also high rates of out-of-pocket spending on care (again over 90%).
Financing care through borrowing money or selling assets/land was reported in nearly 30% of cases and was almost twice as high among households in the poorest versus the least poor quintile.
The high out-of-pocket expenditures, particularly for private sector services, highlight the need to develop financial protection mechanisms in Afghanistan. Further, future revisions of the basic package of health services should consider including services for chronic illnesses, conditions for which private sector use and out-of-pocket expenditures are highest.
formal provider for symptoms of illness (Peters et al. 2002; Schellenberg et al. 2003) . Wealthier households tend to use the private sector more in spite of the higher costs, due to higher perceived quality. In India, approximately 60% of hospitalizations among those above the poverty line take place in the private sector, compared with about 40% among those below the poverty line (Peters et al. 2002) . However, in many settings, wealthier households also benefit more from publicly provided health services, particularly hospital services. A recent review of health programmes conducted by the World Bank found that the majority of public sector benefits accrue disproportionately to the rich in many developing countries .
Factors impacting care-seeking
Multiple factors can affect care-seeking behaviours, including the health care system itself, population characteristics, such as demographic characteristics, social structures, health beliefs, and 'enabling' resources such as financial means, community support and structures, and proximity to providers, as well as perceived and actual need for care (Andersen 1995) . The poor face additional barriers to utilizing health services, including financial barriers, geographic barriers and other constraints. Factors influencing care-seeking can be classified as geographical (i.e. physical accessibility of health services), financial (affordability of health services, including direct and indirect costs), and 'social', including prevailing cultural knowledge and attitudes, intra-household dynamics, socio-demographic factors, and perceptions of quality of care (Shaikh and Hatcher 2004) . Surveys have shown, for example, that socio-economic status, mother's education, type of illness and age of the sick person can be important predictors of whether and where people seek care for illness in Bangladesh (Ahmed et al. 2000; Ahmed et al. 2005; Larson et al. 2006) . Although geographic access and outreach services have a significant impact on use of services, studies from Mali, Nepal and Sri Lanka indicate that technical quality of care can have an even larger impact on utilization of maternal and child health services and choice of facility (Akin and Hutchinson 1999; Acharya and Cleland 2000; Mariko 2003) .
Care-seeking for children
Care-seeking behaviours for children's illness can have a significant impact on child mortality (D'Souza and Bryant 1999; Amarasiri et al. 2001) . In their framework for analysing determinants of child survival, Mosley and Chen discuss careseeking for illness as one of the proximate determinants of childhood morbidity and mortality, which is influenced by more distal socio-economic determinants (Mosley and Chen 1984) . A cross-national comparison of Demographic and Health Survey (DHS) data found that factors significantly associated with seeking care for a child's illness included age of the mother (negative association), mother's education (positive association), family resources (positive association), urban residence (positive association), and the number of reported diseases (positive association) (Fosu 1994) . Illness type and perceived severity can be important predictors of care-seeking for childhood illness (Taffa and Chepngeno 2005) . Studies have shown that anticipated cost of health services is also an important factor that households consider when seeking care outside the home for sick children (Malik et al. 2006) . Several studies from South Asia have found that child gender can also play an important role in care-seeking, with male gender impacting both whether care is sought, from what types of provider and the amount spent on care (Pillai et al. 2003; Pokhrel et al. 2005) .
Care-seeking and health expenditure patterns in Afghanistan Current knowledge about health-seeking and preventive behaviours for illness in Afghanistan is limited, particularly for poorer segments of the population. One study estimated that in two rural districts of Herat province, care-takers took children with diarrhoea, dysentery, acute respiratory infection and fever for care in the formal sector only 14-33% of the time (Ahmed et al. 2004) . A national household survey conducted in 2003 found that advice or treatment was sought only 29% of the time for children experiencing ARI (Islamic Republic of Afghanistan and UNICEF 2006) . Even fewer studies have examined the relationship between wealth and health-related behaviours. One study from Nangarhar province found that households from wealthier quartiles were significantly more likely to purchase a socially marketed insecticide-treated net than poorer households (Howard et al. 2003) .
There is little known about current health care expenditures in Afghanistan, particularly regarding out-of-pocket payments for health care. Donors spend between US$3.8 and US$5.1 per capita for the BPHS they fund in various parts of Afghanistan, although it is estimated that out-of-pocket expenditures for health care comprise the majority of health spending (Sabri et al. 2007) . Household spending for health care is a major source of health financing in many developing countries, and there is increasing recognition that household spending on health can consume a major portion of the household budget, and exacerbate poverty (van Doorslaer et al. 2006) . Outof-pocket spending, particularly at private providers, can force households to borrow money or sell assets and can lead to indebtedness, particularly in the case of major illnesses (Van Damme et al. 2004) . The health sector in Afghanistan is largely donor supported, with more than 90% of the US$267. 
Objectives
The primary aim of this paper is to assess differences in reported illness rates, care-seeking behaviours, and health expenditures by socio-economic status among the Afghan population living within the immediate catchment area of a BPHS facility (BHC, CHC or District Hospital). The primary outcomes of interest are illness in the past 30 days, care-seeking outside the home among those reporting illness, choice of health provider, and health expenditures.
Health sector options in Afghanistan
By 2003, the Ministry of Public Health began to contract with NGOs to deliver the BPHS, although some NGOs were still operating independently in many areas at this time and providing health services other than the BPHS. In this paper, NGO facilities providing the BPHS are considered together with Ministry of Public Health facilities as public facilities, in contrast to private for-profit clinics. In addition to the BPHS provided through NGOs and through the Ministry of Public Health (in three provinces), Afghanistan has a sizeable private for-profit health sector that includes pharmacies and private clinics and doctors. There is very limited data on the scale and scope of the private for-profit health sector in Afghanistan, but anecdotal evidence suggests it plays a large role, especially in urban and peri-urban areas, and that dual practice between public and private sectors is common. Recent estimates indicate that the private sector accounts for 70-80% of all pharmaceuticals consumed in Afghanistan (Patterson and Karmini 2005) . In addition to the formal public and private sectors, traditional providers in rural areas include the unani (alternative medicine healers), the mullah/imam, and dais, or elderly women. Some people also believe that the ziarat, a shrine for martyred Afghans, has special healing powers that can help cure illness.
The Ministry of Public Health presently specifies a cap on the fee levels that private providers can charge but enforcement of this regulation is extremely limited, particularly outside urban areas. While private sector providers almost always charge for services or drugs, there was no formal Ministry of Public Health policy on charging for services and drugs among public providers in Afghanistan until May 2008, when the Ministry banned user fees at BPHS facilities. However, until then, most NGOs providing the BPHS charged fees, and a national survey of BPHS facilities in 2004-part of the same data collection effort as the household survey analysed in this articleindicated that 70% of health centres charged some type of fee to users for services and/or drugs (Johns Hopkins University 2005). Most facilities charged only a nominal fee for services and/or drugs, typically around 5-10 Afghanis (approximately US$1 ¼ 50 Afghanis), and 77% indicated in 2004 that they have some type of waiver mechanisms for specific patient types, in most cases, the very poor, widows and orphans.
Methods

Data collection
This study uses data from the 2004 National Health Services Performance Assessment (NHSPA), which included a household survey largely conducted from July to October. In two provinces in the East (Laghman and Nangarhar), the survey was re-administered in April and May 2005 when roads re-opened because of data quality problems in the initial survey at these sites.
At the time of the survey, there was no usable household sampling frame, as the previous incomplete census had been conducted in 1979, and there has been considerable migration and demographic change since then. The NHSPA uses a multistage sampling design based on location of health facilities, requiring the establishment of a sampling frame of existing health facilities. Within each of the 33 provinces of Afghanistan, 1 up to 25 BPHS health facilities were randomly selected for inclusion based on the following sampling design: up to 15 BHCs, 7 CHCs, and 3 District Hospital outpatient departments. If fewer than 25 BPHS facilities were operational in a province, all health facilities in that province were surveyed. Survey teams used several instruments to collect data on various aspects of facility quality and service provision at the health facility. These methods and results are described in greater detail elsewhere (Peters et al. 2007) . The survey team then randomly selected one village with more than 100 households in the catchment area of each facility, defined as within 1.5 hours' walking distance.
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In the sampled village, the survey team selected a random start and conducted interviews at 20 households, using the nearest-next-door method. Households were eligible for interview if a woman aged 18 or older with a child aged 3 years or younger was present to serve as the survey respondent, because one of the survey modules pertained to child immunization status. After informed consent was obtained verbally and in some areas by thumbprint, a closed-ended questionnaire was administered to the woman, asking about residents of the household, illness or injury experienced in the last 30 days, care-seeking and health expenditures for the illness, vaccination for children under 3 years, knowledge about and perceptions of the nearest public health facility, site and assistance of last delivery, and bednet ownership and use. In addition, households were asked about ownership of various assets, source of lighting, drinking water and fuel, and other related questions in order to assess household wealth. The survey instrument was translated into Dari and Pashto and backtranslated into English to ensure consistency, and then pre-tested.
Data analysis
In order to assess household wealth, we created an index of wealth using principal components analysis (PCA) on 37 dichotomous variables (Filmer and Pritchett 2001) . These variables include ownership of 11 household assets (sewing machine, clock, gold jewellery, pressure cooker, radio, television, bicycle, motorcycle, car, generator and tractor), primary source of income for the household, and the main source of lighting, drinking water, cooking fuel and toilet. The wealth scores (range: -3.23, 8.59) generated from the weighted contributions of each variable were applied to all individuals in a household, and the resulting distribution was divided into five groups corresponding to quintiles of wealth.
We first assessed bivariate associations and then used logistic regression models to analyse the relationship of household wealth and age of the person experiencing illness or injury with seeking care outside the home 3 and with the type of provider visited (private versus public). In addition to the primary predictors, we also included other relevant factors in our regression models, such as sex, education level of the head of household, type of illness, and type of BPHS facility in whose catchment area the household resides. Sex indicated the sex of the individual seeking or not seeking care for an illness in the past 30 days. Head of household education was initially included as a dummy variable with four categories; however, as none of the categories was significantly associated with the outcome, we dichotomized education into none versus some. Although maternal education has been found to be significantly related to care-seeking in other developing countries, we were unable to include this variable due to high numbers of missing values. We also attempted to include a variable for the local price of public health services, constructed in several different ways: (1) the average price patients pay, as reported by the facility in-charge during the facility assessment; (2) the average price paid, as reported by patients at the facility during exit interviews (n ¼ 10/facility); and (3) the average amount paid, as reported by household members in the catchment area who sought care only at the nearest public facility. For each household member who sought care outside the home, respondents were asked about the amount paid for registration, consultation, tests/x-rays, drugs and supplies, transportation and food/lodging, and in total for health expenditures in the previous 30 days. Expenditures were recorded in Afghanis (in 2004, US$1 ¼ 50 Afghanis). Analysis of health expenditures assessed the overall probability of paying something out-of-pocket when seeking care, and the mean and median payment by provider type. Results were analysed for differences by wealth quintile using the Kruskal-Wallis test for grouped non-parametric data, as the distribution of expenditures is typically skewed (Altman 1991) . The mean and median amounts paid out-of-pocket were also analysed by illness type and by first type of provider used (public versus private).
Finally, in order to assess the burden of paying for health care, respondents were asked about the primary source of financing they used to pay for care received. We analysed these findings in two ways. First, we categorized savings or regular household budget as 'non-distress' financing, and selling possessions or land, borrowing from a friend/relative or someone else, and other activities such as donating blood or working extra hard for money as 'any distress' financing. Second, because of the common nature of borrowing money from relatives, neighbours or shopkeepers in Afghanistan (Klijn and Pain 2007), we defined savings or regular household budget and borrowing (from a friend/relative or non-friend/relative) as 'non-severe distress' financing, and selling land or assets and other activities such as selling blood or working extra hard as 'severe distress' financing. Logistic regression models were fit to each of these constructed financing outcomes, with the primary predictor variables of age, sex, wealth quintile, type of first provider visited, number of provider visits, and illness type. A table describing the variables used in the care-seeking and health expenditure analyses and how they were constructed is provided in Appendix 1.
Analyses were conducted taking the complex sampling design into account where appropriate. Differences in proportions were tested for significance using the Pearson chi-squared statistic, corrected for the complex survey design using the second-order correction of Rao and Scott, and converted into an F-statistic (STATA Corporation 2006). Regression models were fit and then run on the data using the Taylor Linearization series to adjust the variance for the complex survey design.
Results and analysis Bivariate analysis
There were a total of 13 091 households with a non-missing value for the wealth score (out of a total of 13 475) after casewise deletion of observations with a missing value for one or more of the asset variables. 4 Applying the wealth score to all individuals in the household yielded 89 907 individuals in our dataset (out of a total of 92 615), indicating that 2.9% of individuals had a missing wealth score. Due to missing values for the wealth quintile (and a very small number of missing values for other variables), the numbers in the cross-tabulations vary slightly depending on the variables included. Our sample included slightly more males (51.4%) than females, and this proportion did not differ by wealth quintile (Table 1) . Nearly one-quarter of the sample was less than 5 years of age; 37.7% were aged 5-18 years; 32.7% were 19-49 years; and less than 5% were 50 years or more (also no difference by wealth quintile). The average household included 6.7 members, with wealthier households having a slightly larger Table 1 Demographic and socio-economic characteristics and illness in the last 30 days, by wealth quintile of household member Average household size, n (sd) 6.4 (2.3) 6.6 (2.4) 6.9 (2.5) 7.1 (2.6) 7.3 (2.7) 6.9 (2.5)
Socio-economic characteristics
Any education, head of household, % average household size than poorer families (7.3 in least poor quintile versus 6.4 in poorest quintile, P < 0.001). Education levels of the head of household were very low overall, but were related to wealth quintile. In more than two-thirds of all households (67.7%), the head of household was reported to have no education; this was the case for 86.9% of the poorest households, and 46.9% of the least poor households (P < 0.001).
Illness rates
Almost one-fifth (19.0%) of all household members were reported to have experienced an illness or injury 5 in the 30 days preceding the survey, with statistically significant but only slight variations in illness rates by wealth quintile ( Table 1) .
As is commonly seen in many countries, children under-5 were more than twice as likely to have a reported illness in the past 30 days than those aged 5 and older (32.1% versus 14.8%, P < 0.001) ( Table 2) . However, illness rates for children under-5 did not differ significantly by wealth quintile (data not shown).
The most common illnesses reported were intestinal problems or diarrhoea (30.1%), febrile illness (22.8%), and respiratory problems (18.4%). The high prevalence of diarrhoea and intestinal illnesses among household members is likely due to the seasonal nature of these diseases, which are more common in the summer months when the data collection occurred. Illness types did not differ appreciably among wealth quintiles (data not shown), but showed different patterns by age group, with intestinal problems and febrile illnesses accounting for significantly higher proportions of the illnesses among those under-5. While there was no significant difference in illness rates by gender among those under-5, female household members 5 years and older reported experiencing significantly more illness in the previous month than males (18.2% vs. 11.9%, P < 0.0001, data not shown).
Care-seeking patterns
More than 90% of individuals with a reported illness in the past 30 days perceived to be serious enough to warrant care-seeking were reported to have sought care outside the home. There was no difference in the proportion of people reporting that their illness was severe enough to warrant care, by wealth status.
Rates of care-seeking did not differ significantly between males and females in either age category (data not shown). Bivariate analysis indicated that both age category and wealth quintile are significantly associated with seeking care outside the household when experiencing illness (Table 3) . Although statistically significant, the care-seeking variations by age and wealth quintile are relatively small. Slightly lower proportions of those aged 5 and older sought care for an illness than under-5 children-90.8% compared with 92.4%. In bivariate analysis, wealth has a greater impact than age on care-seeking behaviours: 87.8% of those in the poorest quintile reported seeking care for an illness, compared with 94.2% in the least poor quintile (P < 0.001). Among those not seeking care, the most common reasons reported were the high cost/inability to afford treatment (50.0%), lack of transport (30.0%), low quality of providers (6.9%) and lack of available drugs (6.0%). Cost was cited as the major barrier to seeking care by a greater proportion of households in the poorest quintile compared with the least poor quintile (53.8% vs. 34.2%, P < 0.05).
There was extremely low correlation between the different variables created-from facility data, exit interview data and household data-to measure the price of public health facility services. In all cases, the correlation between any two of the constructed price variables was less than 0.2 (data not shown), indicating that these variables are not reliable measures of an underlying facility price variable. In addition, none of the constructed price variables was significantly related to either the decision to seek care outside the home or to choice of provider (public versus private). The public facility price variable is therefore not included in further analyses.
Type of provider
The most common type of provider from whom care was sought across all age and wealth groups was the nearest public health clinic; 52.6% of all individuals seeking care outside the home first sought care from this source. Reported use of the nearest public clinic was significantly skewed toward relatively poor individuals, with more than 61.6% of those in the poorest wealth quintile seeking care there first, compared with only 41.9% of those in the least poor quintile (P < 0.001). Those in wealthier quintiles tended to use private doctors and clinics, as well as public hospitals, significantly more than the poor as their first choice of provider. Use of traditional providers, including dais, unani and visits to ziarat, was not common (<2%) and did not differ appreciably by wealth quintile. Use of CHWs as a first-line provider was also quite low (3.2% overall), likely reflecting the fact that in 2004 few CHWs had been trained and all households in the sample reside near an active health facility. Those in wealthier quintiles were significantly more likely to seek care in the private for-profit sector (in this case private doctors/clinics, private pharmacies, and traditional and other providers) than individuals from poorer households (ranging from 41.0% in the least poor quintile to 29.7% in the poorest, P < 0.001). Most sick individuals (78.6%) reported visiting only one provider, although those from wealthier quintiles were slightly more likely to report more visits for their illness (P < 0.001). The most commonly visited second providers among those having a second visit were private doctors/clinics (37.0%), district/provincial hospitals (19.0%), and traditional providers (15.7%).
The type of providers visited also differed significantly by age, with those under-5 more likely to be taken to the nearest public health clinic compared with those aged 5 and older (59.9% vs. 47.5%, P < 0.001). Those aged 5 and older were more likely to seek care at district/provincial hospitals and private doctors/ clinics than those under-5. Overall, older individuals were significantly more likely to use the private sector as their first provider when ill compared with those under-5 (38.1% vs. 28.6%, P < 0.001).
Multivariate analysis
Care-seeking behaviours After controlling for other covariates using logistic regression, wealth quintile still showed a strong association with careseeking outside the home (Table 4) . Sick people from the third, fourth and fifth (least poor) quintiles were significantly more likely than those in the poorest quintile to seek care. People in the wealthiest quintile had twice the odds of seeking care for an illness than those in the poorest quintile, after controlling for other covariates (odds ratio [OR] ¼ 2.24; 95% confidence interval [95% CI] ¼ 1.62, 3.10). However, as noted earlier, careseeking rates were very high among all quintiles, with more than 87.8% of those in the poorest quintile seeking care. The Hosmer-Lemeshow test for goodness of fit indicated that our logistic regression model had a reasonable fit with the data ( 2 (8) ¼ 8.77, P > 2 ¼ 0.36).
The type of illness experienced was also significantly related to care-seeking outside the home, with those experiencing intestinal problems or diarrhoea 30-40% more likely to seek care than those with respiratory problems, febrile illness or other conditions. Age under 5 years was inversely related to propensity to seek care in bivariate analysis, but this relationship disappeared in the multivariate model, as children under-5 experienced much higher rates of intestinal illness. Sex, head of household education, and the type of nearest facility were not significant predictors of seeking care outside the home in our model. Interaction terms were added to the model to test interactions between wealth quintile and education, and between gender and age, in predicting care-seeking, but they were found to be not significant.
Public vs. private provider
We also used multivariate logistic regression to estimate the likelihood of seeking care at a private for-profit provider, including a private doctor/clinic, private pharmacy (with or without doctor), traditional or other provider (Table 5) . Relative wealth was the strongest predictor of seeking care at a private provider, with those in the wealthiest quintile 1.62 times more likely to utilize private providers than those in the poorest quintile (P < 0.001). Age was also significantly associated with seeking care at a private provider, with those aged 5 and older 1.44 times more likely to use a private provider than were added to the model but they were found to be not significant in predicting use of a private provider.
Health expenditures
More than 84% of sick household members seeking care outside the home in the past 30 days paid registration or consultation fees, and overall, 85.9% paid money out-of-pocket when seeking care outside the home (although 7.2% did not know if any payment was made). Missing values ranged between 2% and 3% for the specific cost categories, and equalled 1% for the total amount spent. After registration and consultation fees, the most common type of health expenditure was for drugs, for which the mean payment, among those paying something, was 317.7 Afghanis (Afs), the equivalent of US$6.35. Since health expenditure data are typically skewed toward higher values, the median may be a more appropriate measure. Median expenditure on drugs among those paying something was 170 Afs (US$3.4). Due to the large number of 'Don't know' responses for the individual cost questions (between 28% and 34%), further analysis was limited to the variable for total expenditure for health services in the previous 30 days. Don't know responses for the total expenditure (7.2%) were treated as missing in the analyses. A total of 13 745 individuals were retained after excluding observations with missing information on total amount paid or wealth quintile. Overall, after limiting the analysis to valid responses (neither missing nor 'Don't know'), our data showed that 92.5% of people paid money for care outside the home. The percentage making a payment did not exhibit any association with wealth quintile (P ¼ 0.19 for chi-square, using Scott and Rao correction), although the mean expenditure increased by wealth quintile (see Table 6 ). The Kruskal-Wallis test for non-normal data indicated that these differences in total expenditure (among those paying) by wealth quintile were significant (P ¼ 0.0001). The mean (median) health expenditures among all sick household members paying for care in the last 30 days was 873 Afs (200 Afs), equivalent to US$17.46 (US$4.00).
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Health expenditures by provider and illness type The mean (median) amounts spent out-of-pocket among sick household members visiting only a public provider were 339.3 Afs (15 Afs), compared with 1153.1 (400) among those visiting only a private provider (see Table 7 ). For each illness type, mean and median expenditures were much higher in the private sector compared with the public sector. Within each provider type (public versus private), expenditures were highest for illnesses in the 'other' category, which includes permanent disabilities, mental illness, circulatory problems, temporary injuries, backaches/body pain, vision problems, sexually transmitted diseases and reproductive problems, skin diseases, and other chronic conditions. Those with 'other' illnesses were also more likely to seek care in the private sector (P < 0.001), which tends to be more expensive. As sick individuals from different wealth quintiles tend to use different providers, we examined differences in expenditure levels for specific providers, among those seeking care at only one provider (78.6% of our sample). The percentage of people paying something for care received varied by provider type (P < 0.0001). Nearly 100% of people paid something for care received at a private doctor/clinic or pharmacy, while those visiting a BPHS clinic or a traditional healer were less likely to make a payment (88.8% paid at public health clinics; 93.9% paid CHWs; 92.7% paid at district/provincial hospital; and 88.4% paid traditional healers). Figure 1 shows the median total payment made for each type of provider (among all sick people seeking care outside the home, including those paying nothing), by wealth quintile. Median payment was lowest at public health clinics (10 Afs, equivalent to US$0.20) and highest at private doctors and pharmacies (400 Afs). There were no significant differences in the distribution of payments by wealth quintile for those visiting CHWs, public health clinics, or traditional providers, but the Kruskal Wallis test showed a significant difference among those who visited district/provincial hospitals (P < 0.05), private doctors/clinics (P < 0.01), and private pharmacies (P < 0.01). Among these providers, those in wealthier quintiles had higher mean payments, but when outliers (99th percentile and above) were excluded, this trend was reversed for hospitals and private doctors/clinics, and the poorest or second-poorest quintiles actually had the highest mean payments.
Finally, in order to assess the burden of paying for health care, we analysed the primary source of financing that respondents used to pay for care received. 'Any distress' financing, which includes selling possessions or land, borrowing from a friend/relative or someone else, and other activities such as donating blood or working extra hard for money (as opposed to using savings or regular household budget, which is considered 'non-distress' financing), was incurred by 29.2% of individuals paying for care (see Table 8 ). 'Any distress' financing was significantly related to wealth, with those in the poorest quintile reporting distress financing in 38.1% of cases Graphs by first provider seen and wealth quintile 1-5 Figure 1 Median total payment among sick household members with only one provider visit, by provider type and wealth quintile Amounts paid are in total and include anything paid for registration, consultation, tests (e.g. lab and x-ray), drugs, food/lodging and for transportation. when a payment was made, and those in the wealthiest quintile in 20.2% of cases (P < 0.0001). 'Severe distress' financing, which includes selling land or assets and other activities (selling blood, working additional hours to earn extra money), versus 'non-severe distress' financing, which includes savings or regular household budget and borrowing (from a friend/relative or non-friend/relative), was much less common, being reported for only 10.4% of sick household members paying for care outside the home, and was not significantly associated with wealth quintile.
After adjusting for other factors in a multivariate logistic regression model, wealth quintile was still strongly related to the odds of 'any distress' financing, with those in the least-poor quintile having 71% lower odds than those in the poorest quintile of borrowing money or selling assets/land to pay for care received (P < 0.001) (see Table 9 ). However, in a model of 'severe distress' financing, those in the wealthiest quintile were only 24% less likely than those in the poorest quintile to sell assets/land to pay for care, and this reduction was only marginally significant (P ¼ 0.078). Age 5 years and older was The type of provider visited first was also significantly related to the source of financing used. Sick household members visiting the nearest public health clinic were 43% less likely to experience 'any distress' financing and 40% less likely to experience 'severe distress' financing compared with those first going to CHWs (P < 0.001 and P ¼ 0.019, respectively). However, those going to district hospitals and private or other providers were significantly more likely to experience 'any distress' financing. In terms of 'severe distress' financing, those going to private pharmacies and to other providers (typically in neighbouring countries) had approximately twice the odds of having to sell assets or land compared with those visiting CHWs (P ¼ 0.007 and P ¼ 0.029, respectively). Sick individuals with more than one visit for care had higher odds of 'any distress' financing (P < 0.001). Those individuals with two visits for care were also more likely to incur 'severe distress' financing (OR ¼ 1.29, 95% CI ¼ 1.08, 1.54), but not those with three or more visits. Finally, those individuals seeking care for 'other' conditions experienced 1.32 times the odds of 'any distress' financing, compared with those who had intestinal problems/ diarrhoea (P < 0.001), but this association did not hold for 'severe distress' financing.
Discussion
The NHSPA is one of the first large-scale household surveys to assess illness and care-seeking patterns in Afghanistan since the fall of the Taliban regime. A surprising finding, particularly given the deep poverty of Afghanistan and non-functional public health system as late as 2001, is the high rate of careseeking outside the home for illnesses deemed serious enough to warrant care. A rate of more than 90% of sick individuals seeking care appears high for a country experiencing extreme poverty and whose health system was virtually non-existent 5 years ago. However, the survey was conducted only in the immediate catchment area (within 1.5 hours' walking distance) of active BPHS facilities during the easier-to-travel summer months, and thus captured households with better geographic access to health care than the general population.
7 In addition, the survey question about illness was phrased to ask about being sick in bed or unable to perform normal activities, and therefore probably captured only more serious illnesses for which care is more likely to be sought. However, populationbased (non-catchment area) surveys in other low-income countries with difficult access to health care have indicated that care-seeking rates for sick children (for both minor and more serious illnesses) can be as high as nearly 70% (Pokhrel and Sauerborn 2004) . Relative wealth is the strongest predictor of both care-seeking and the type of provider seen in our analysis. However, even sick household members from the poorest quintile had high rates of care-seeking (87.8% among those ill) that differed only slightly in magnitude from those in the least poor quintile (94.2%). Previous research indicates that care-seeking differentials by wealth can vary significantly by country, with low differentials in some low-income countries, such as Burkina Faso, but large differences between rich and poor in others, such as Guatemala and Paraguay (Gwatkin et al. 2000a; Makinen et al. 2000) . Contrary to what other studies have shown in developing countries (Ahmed et al. 2000; Pokhrel and Sauerborn 2004) , particularly in conservative cultures in the region, there was no effect of gender on care-seeking or choice of provider in our study. Similarly, while other studies have shown that head of household education is significantly associated with care-seeking decisions (Pannarunothai and Mills 1997) , our study showed no significant association with education, after adjusting for other covariates.
The nearest public clinic, either a BHC or a CHC, was the first source of care for 52.6% of the sick individuals in our sample. The percentage of sick household members seeking care at a public BPHS provider, including public clinics, community health workers and the district/provincial hospital, was 65.7%. The poor, despite their slightly lower overall rates of careseeking, exhibited higher use of the nearest public health clinic than their better off counterparts. This is confirmed by a separate analysis through patient exit interviews that showed a slight pro-poor distribution among the composition of users of BPHS facilities in 2004 and 2005 (Peters et al. 2007) . Not surprisingly, use of district/provincial hospitals, which often charge higher fees and may entail significant travel and opportunity costs for users, favoured wealthier quintiles. This finding may be partly explained by the higher average wealth of households living in District Hospital catchment areas: only 10.7% of those living near District Hospitals were in the poorest quintile and 27.7% were in the wealthiest, compared with relatively equitable distribution of the quintiles in BHC and CHC catchment areas (P ¼ 0.02).
The rapid scale-up of provision of basic health services to the Afghan population after 2001 appears to have resulted in pro-poor distribution of benefits and relatively high levels of health care access for those living close to public health facilities. Facilities providing the BPHS are the most closely supervised and monitored health providers in Afghanistan, with a national assessment conducted annually of their quality and overall performance. Results from the first assessment in 2004 indicated reasonably good performance of public health facilities across six different dimensions of quality (Peters et al. 2007) .
Our results suggest that the private sector also plays a significant role in providing curative care in Afghanistan, even in the immediate catchment area of BPHS facilities. More than one-third of all household members sought care first from a private provider, including a private doctor/clinic, private pharmacy, or traditional or other provider, and this was more pronounced among individuals from wealthier households. This finding is consistent with evidence from other low-and middleincome countries, where use of the private sector for health care tends to increase with income (Makinen et al. 2000) .
In our sample, age was also significantly related to choice of first provider, with those under-5 being taken more often to public clinics than those aged 5 and over, who were found to be more likely to seek care in the private sector and at district/ provincial hospitals. This pattern may be explained by the fact that children tend to suffer more from communicable diseases, which are covered within the BPHS, compared with adults, who experience a greater proportion of chronic illnesses and other disabilities that may not be able to be treated at lowerlevel BPHS facilities. Among those aged 5 and older, 'other' illnesses and conditions accounted for more than 40% of the illness types reported, but they comprised less than 10% of illnesses reported for children less than 5 years of age, most of whom experienced acute, infectious diseases. The BPHS was designed to address the major disease burden in Afghanistan, which is primarily infectious diseases, and to target vulnerable populations such as women and children and poor, rural households. One early indication that the BPHS is meeting these needs is the higher rates of public facility utilization among those under-5, those with acute and infectious conditions, and those from poorer wealth quintiles. The fact that sick individuals aged 5 and older are 44% more likely to seek care first at a private provider-particularly those who can afford to do so, with those in the wealthiest quintile 60% more likely use a private provider than those in the poorest-indicates that the BPHS may be less effective in meeting the needs of older individuals and those with 'other' illnesses and conditions. Those with 'other' illnesses are 22% more likely to use a private provider, implying that private sector providers may be filling in gaps in the BPHS.
Out-of-pocket spending was high overall. Even when outlying values (defined as those greater than the 99th percentile) were excluded, the mean and median payments out-of-pocket among those seeking care for an illness in the past 30 days were 558 Afs and 180 Afs, equivalent to US$11.16 and US$3.60, respectively. In comparison, funding for provision of the BPHS ranges from US$2.5-6.8 per capita (median ¼ US$4.2 budgeted per capita), according to data for two of the three major donors funding the BPHS (Grants and Contracts Management Unit, Ministry of Public Health, Afghanistan, personal communication, 26 March 2007) . Expenditures at non-hospital public providers were significantly lower than at private providers, a finding that is common in other countries (Bhatia and Cleland 2001; Njau et al. 2006) . The median expenditure among those visiting only public clinics was 10 Afs, while it was 400 Afs among those seeking care only at private doctors/clinics. However, given that the sample was from catchment areas of public clinics, the probability of paying for transportation and the cost of the transportation to public clinics was lower than that for travelling to private providers or district hospitals: only 6% of sick individuals going only to the nearest public clinic paid for transportation (mean amount paid ¼ 5 Afs), compared with 40% going to the district hospital (mean amount ¼ 121 Afs), 56% going to a private clinic/doctor (mean amount ¼ 89 Afs), and 35% going to a private pharmacy (mean amount ¼ 92 Afs).
In general, wealthier households paid more for their care outside the home than poorer households. This finding is explained by the fact that individuals from wealthier households used the private sector more for care and tended to have more visits on average per illness episode. Analysis of expenditures by wealth quintile for each provider type showed no significant difference among those visiting CHWs, public clinics, and traditional providers. However, significant differences exist among those using district/provincial hospitals, private doctors/clinics, and private pharmacies. At these providers, median payments (and mean payments at the first two providers, when outlying values are excluded) are actually higher among poorer households. It is possible that the poor wait longer to seek care, and therefore they have more severe illnesses that require more intensive treatment, but it was not possible to assess severity of illness in detail using this dataset. Further analysis, beyond the scope of this paper, is warranted to assess the association between wealth quintile and expenditures controlling for other relevant factors. Under the premise of vertical equity-that households of unequal ability to pay should pay unequally-these findings indicate inequity in outof-pocket expenditures on health care received at certain provider types.
While we cannot accurately assess ability to pay, particularly because we do not have consumption or expenditure data for households, this inequity is evidenced by sick individuals from poor households reporting more of 'any distress' financing, in terms of financing health care through borrowing from a friend, relative or other person/institution, selling assets or land, and selling blood. Further research is warranted to understand the longer-term implications of these types of financing methods for household spending on other goods and services, indebtedness and well-being, particularly given the common nature of borrowing in Afghan society. Van Damme et al. (2004) found that even relatively modest out-of-pocket expenditures on health during a dengue epidemic in Cambodia led to indebtedness for up to 1 year after the initial expenditure. However, 'severe distress' financing-defined as selling assets or land to pay for health care received-was much lower overall (10.4% of those paying for care) and did not vary by wealth status, indicating that although borrowing is more prevalent among poorer households, selling assets or land to pay for care occurs at a similar rate among all wealth quintiles. The only significant risk factors for incurring 'severe distress' financing included first visiting a private pharmacy or 'other' provider (typically in Iran or Pakistan), as well as having two visits for care. Those visiting the nearest BPHS clinic were significantly less likely to incur 'severe distress' financing.
Limitations
The major limitation of this analysis is that the household sample is not statistically representative of the Afghan population. Due to the lack of a sampling frame when the survey was conducted, households surveyed were those residing in a randomly selected village of the catchment area of the facility surveyed for the 2004 NHSPA, where the population was within 1.5 hours' walking distance of the facilities. Our belief is that utilization of health services is likely to be lower for the more remote part of the population that is not included in the sample, that their indirect costs of care (e.g. for transport and lodging) would be higher, and the types of providers they visit may be different. Within the catchment area of facilities, the results are also strictly generalizable only to households that have children under 3 years of age [approximately 55.7% of non-urban households, according to the Afghanistan Health Survey (Islamic Republic of Afghanistan 2008)].
Several additional limitations are worth noting. We were unable to assess the impact on care-seeking and provider choice of mother's education, a factor that has been shown in previous studies to be associated with care-seeking choices.
However, overall levels of education in Afghanistan are extremely limited (67.7% of heads of household in this survey were reported to have no education), particularly for women, and are unlikely to significantly impact care-seeking choices beyond the impact of wealth. We also do not have information on illness symptoms or detailed perceptions of severity, which have been shown to influence care-seeking decisions and health expenditures. It is also important to keep in mind that the high prevalence of diarrhoea and intestinal illnesses in our sample (30.1%) may be due to the seasonal nature of these diseases, and that data collected during non-summer months may indicate very different disease profiles. In addition, the summer-time data collection may over-estimate rates of careseeking, as facilities may be easier to access when the weather is warm and roads are not blocked by snow.
Although previous studies have shown that wealth quantiles constructed from principal components analysis can be as (or more) effective as those constructed from expenditure or consumption data, the latter are more appropriate for assessing households' ability to pay for services (Rutstein and Johnson 2004) . Our data did not include consumption or expenditure information, and we therefore have no definitive way to assess a household's ability to pay for services. Finally, it is worth noting that reported health expenditures typically are subject to recall bias. This effect may be more pronounced in societies of low literacy levels and where informal sector economies predominate, as is the case in Afghanistan. This bias may have been compounded by the survey design, where the primary respondents were females (due to inclusion of an immunization module), who in this setting may be less knowledgeable about household finances and expenditures.
Conclusions
The results of this study show evidence of high levels of utilization of services for illnesses and injuries among those who live near health care facilities in Afghanistan. The overall high rates of care-seeking, as well as relatively high use of formal providers and the public sector for illness, are encouraging in a post-conflict setting. Relative wealth is the most important determinant in seeking care outside the home and in choice of provider, among the factors we assessed. While the magnitude of its impact on care-seeking is limited, the effect of wealth on choice of provider is more pronounced. Use of the public clinics shows a pro-poor distribution, implying that BPHS facilities are indeed being utilized by poor households in the immediate catchment area. Continued investments in and monitoring of BPHS facilities will help ensure that the Afghan population, particularly the poor, is able to access good quality care for illness treatment.
Despite high levels of care-seeking in the formal sector, outof-pocket spending remains high, and appears to be an important source of financing health care in BPHS catchment areas. Payment patterns appear to be regressive from a vertical equity perspective, with few differences in payment by wealth status, among those visiting the same provider type. In fact, some analyses show higher payments among poorer households, for example, among those visiting private doctors/clinics and district hospitals, although this may due to the fact that poorer households delay seeking care and therefore have more serious conditions when they do reach health providers. The burden of health care spending on households is evidenced by the relatively high rates of 'any distress' financing reported, particularly among the poor. Further research into the nature of this burden, especially how it impacts households longer-term, is warranted. Specific consideration should be given to how borrowing money to pay for health care affects household wellbeing, as this practice appears to be prevalent in many parts of Afghanistan, particularly among poorer households. Of particular concern is the higher risk of selling assets and/or land ('severe distress' financing) among those visiting private pharmacies in Afghanistan.
Services at BPHS providers are currently the most closely monitored for quality, among all types of providers, and they are also the most affordable option for care, as evidenced by the significantly lower rate of 'any distress' and 'severe distress' financing among those visiting BPHS clinics. The recent ban on user fees at BPHS providers (including BHCs, CHCs and District Hospitals) should make them even more affordable to the Afghan population, although careful monitoring will need to take place to ensure that informal charges do not develop.
In addition to close monitoring of publicly provided BPHS services for quality and any unintended consequences of the user fee ban, policymakers and health care providers should devote more attention to financial protection of households seeking care from private sector providers, where reported expenditures are several times those at public clinics. As formal health insurance will likely be slow to develop in post-conflict Afghanistan, government officials should consider in the meantime assessing the feasibility of enhanced regulation of fee levels at private pharmacies and clinics. Consideration should also be given to ways to encourage more flexible payment mechanisms in the private sector, such as in-kind or delayed payment options for very poor patients. However, given the diverse nature of the private sector in Afghanistan, the relative lack of knowledge about its size and scope, and limited government capacity to regulate the private sector at the current time, perhaps the most effective strategy for ensuring access to affordable services of reasonable quality may be continued investments into the BPHS. In future revisions of the BPHS, consideration should be given to the addition of services for chronic illnesses, conditions for which use of the private sector and out-of-pocket expenditures are highest, especially among poor households.
Finally, further investigation into use of health services in more remote areas, outside the immediate catchment area of BPHS facilities, is warranted to assess the impact of geographic access and how the impact of wealth on care-seeking differs in more remote areas. In addition, research on the quality of care in the private sector, particularly private doctors, clinics and pharmacies, is important, as these providers are a significant source of care, even for households residing in the immediate catchment area of active BPHS facilities.
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Endnotes
1 At the time of the survey, there were no existing BPHS health facilities in the newly created province of Daykundi. Therefore, the total number of provinces included in NHSPA 2004 is 33 out a possible 34. 2 In 11 provinces, additional households were surveyed in the catchment area of a total of 55 facilities (five facilities per province). These facilities had been selected separately to participate in health financing pilot schemes. In these 11 provinces, random sampling of up to 25 facilities was carried out according to the protocol described. If the sample chosen did not include all of the five pre-selected facilities, these were added to the facility sample. At each of the five pre-selected facilities, two villages were randomly selected in the catchment area and 25 households, as opposed to 20, were interviewed in each village for a total of 50 households per facility. At the remaining sampled facilities in these provinces, the regular sampling protocol was followed (20 households surveyed from only one village in the catchment area). 3 The care-seeking decision variable is limited to individuals with an illness that they deemed serious enough to warrant care-seeking outside the home. Respondents were asked whether they or any of the other household members listed were sick in bed or unable to perform normal activities because of a disability or illness in the previous 30 days. If yes, respondents were asked whether they sought care and where. If they did not seek care, they were asked the reason why not. If they reported they did not seek care because the illness was not serious enough (32.4% of those not seeking care), they were removed from the analysis of illness patterns and care-seeking. 4 A total of 617 facilities across the 33 provinces were surveyed in 2004, for a total of 13 475 households surveyed. Eight provinces had 25 or more facilities at the time of the survey; in five of these provinces, 25 facilities were surveyed, and in three of these provinces where additional health financing pilot facilities were included, 26 or 27 facilities were surveyed. In the remaining 24 provinces, between four and 24 facilities were surveyed. However, in Zabul and Uruzgan provinces, where four facilities each were surveyed, the household survey could only be conducted in the catchment areas of one and two of these facilities, respectively, due to security concerns. 5 The survey question asked whether the household member has been sick in bed or unable to perform normal activities because of a disability or illness in the past 30 days. This question wording was drawn from selected surveys of the World Bank's Living Standards Measurement Study (LSMS), which asks about household member illnesses, care-seeking, and health expenditures as part of a comprehensive survey of household consumption. 6 This represents the mean (median) expenditures among all sick household members who paid for health care in the last 30 days. It does not necessarily represent expenditures per illness episode, as illnesses may have begun before the 30-day recall period and/or may not have been completed at the time of the survey. 7 Survey teams randomly selected villages within 1.5 h walking distance of the facility, based on the list of villages with more than 100 households fitting this criteria provided by the facility in-charge. In order to cross-check this information, we also looked at the information reported by interviewed households on walking time to the facility. Among those ever visiting the facility by foot (73%), the average reported walking time to the facility was 51 min, and the median 30 min.
